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471-000-104 Instructions for Completing Form MC-81. "Medical Assistance Long Term Care 
Provider Agreement" 
 
Use: Form MC-81, "Medical Assistance Long Term Care Provider Agreement," is used for the 
required agreement between NDSS and long term care facilities. The agreement is effective 
only after it is signed by both the facility and NDSS. 
 
Number Prepared: One copy of the two-part Form MC-81 are completed. 
 
Completion: The facility administrator or authorized representative completes the following items 
of Form MC-81: 
 

License Number of Facility: Enter the facility's license number as assigned by the Nebraska                       
Department of Health, or if out of state, the appropriate licensing agency in that state. 

 
Federal Employer I.D. Number: Enter the federal employer I.D. number as assigned by the 
Internal Revenue Service. If this is a new number, list the date issued. 

 
Names of Owners: Enter the names of all owners of the facility who have five or more percent 
interest in the facility. 

 
Name and Address of Provider: Enter the facility's name, address, city, state, and zip code. Check 
the appropriate box for type of ownership. 

Pay to Name and Address: Enter the name to which NDSS will make payment. Enter the address, 
city, state, and zip code. 
 
The next section lists the terms of the agreement between the facility and NDSS. 

 
Signature: The facility administrator or authorized representative shall sign this section and 
include his/her title, the date signed, and the facility's telephone number. 

 
After completing the previous sections, the facility sends both parts of Form MC-81 to NDSS. 
 

The designated long term care representative completes the following items: 

 
State Use Only: Enter this facility's Medicaid provider number as assigned by NDSS. Enter 
the number of certified beds for each care classification as indicated on the current Form 
HCFA-1539, "Medicare/Medicaid Certification and Transmittal" Enter the effective date, if 
applicable, and termination date indicated on Form HCFA-1539. 
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        Cancellation Clause: Enter the cancellation date from the current Form HCFA-1539, if 
     applicable.  
 

Authorized Signature: The designated long term care representative shall sign this section and 
include his/her title and the date signed. 

 
Distribution: After the NDSS representative signs Form MC-81, NDSS retains the original and returns the 
yellow copy to the facility. 

Retention: NDSS retains its copy of Form MC-81 permanently in the NDSS facility file. The facility may 
retain its copy for at least one year, or longer if desired. 
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